“My heart is very painful”: Physical, mental and social wellbeing of older women at the times of HIV/AIDS in rural South Africa  by Schatz, Enid & Gilbert, Leah
Journal of Aging Studies 26 (2012) 16–25
Contents lists available at ScienceDirect
Journal of Aging Studies
j ourna l homepage: www.e lsev ie r.com/ locate / jag ing“My heart is very painful”: Physical, mental and social wellbeing of older
women at the times of HIV/AIDS in rural South Africa
Enid Schatz a,b,c,d,⁎, Leah Gilbert e
a Department of Occupational Therapy & Occupational Science, University of Missouri, 420 Lewis Hall, Columbia, MO 65203, USA
b Department of Women's & Gender Studies, University of Missouri, 420 Lewis Hall, Columbia, MO 65203, USA
c MRC/Wits Rural Public Health and Health Transitions Research Unit (Agincourt), School of Public Health, Faculty of Health Sciences, University of the Witwatersrand,
Johannesburg, 7 York Road, Parktown 2193, South Africa
d African Population Studies Research and Training Program, Institute of Behavioral Science, University of Colorado, Boulder, 483 UCB, Boulder, CO 80309, USA
e Department of Sociology, University of the Witwatersrand, Johannesburg, 1 Jan Smuts Ave., Braamfontein, Wits 2050, South Africaa r t i c l e i n f o⁎ Corresponding author at: Department of Occ
Occupational Science, University of Missouri, 420 Lew
65203, USA. Tel.: +1 573 882 7196; fax: +1 573 884
E-mail addresses: schatzej@health.missouri.edu, en
(E. Schatz).
0890-4065 © 2011 Elsevier Inc.
doi:10.1016/j.jaging.2011.05.003
Open access under CC Ba b s t r a c tArticle history:
Received 12 March 2011
Received in revised form 20 May 2011
Accepted 28 May 2011The meanings of health and illness as well as people's beliefs about the required response to
illness vary widely according to time and place and represents the culture and society in which
people live. A double burden of disease in rural South Africa – an emerging epidemic of non-
communicable diseases alongside high HIV-prevalence – defines illness as a ‘normal’ part of
older persons' everyday lives. Against this background we analyze qualitative interviews with
30 women over the age of 60 in a rural community to provide an in-depth portrait of older
women's physical, mental and social wellbeing and how these women make sense of it all in a
changing and challenging social and economic context. These women, while making the
connections between the various dimensions, view their own physical, mental and social
wellbeing as impaired, and make use of a variety of health and help-seeking behaviors in order
to feel better. However, poverty and the unavailability of health resources shape older women's
constructions of themeaning of their health and their control, or lack thereof, over how healthy
or ill they are. This study demonstrates the usefulness of the broader psycho-socio-
environmental model in explaining old-age and wellbeing by providing a context specific
and nuanced understanding.
© 2011 Elsevier Inc. Open access under CC BY-NC-ND license.Introduction
There is wide consensus in the literature that health and
disease in a particular place and time are products of the
social context in which they occur (Gilbert, Selikow, &
Walker, 2010; Nettleton, 1995). Following this ‘social
model’ of understanding health and disease is the recognition
that these concepts are understood and interpreted differ-
ently by diverse social groups and are determined by theupational Therapy &
is Hall, Columbia, MO
2610.
id.schatz@gmail.com
Y-NC-ND license.social context (Wainwright, 2008;White, 2002). Consequent-
ly, the meanings of health and illness as well as people's
beliefs about the required action vary widely according to
time and place and represent the culture and society in which
people live (Blaxter, 2004; Herzlich, 1973; Radley, 1994).
These conceptual notions apply to the older population and
their perceptions of wellbeing as acknowledged in the
literature (Bonder, Martin, & Miracle, 2004; Bowling, 2005;
Eisenhauer, Hunter, & Pullen, 2010).
Despite the aging of populations in sub-Saharan Africa, a
limited amount of research exists outlining the ways in which
culture and the social context impact on older people and
how they think about their health and understand their
illness. This is of special importance in southern Africa, where
the omnipresence of HIV/AIDS means that disease and illness
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(Gilbert & Walker, 2009; Ogunmefun, Gilbert, & Schatz,
2011).
Health, illness and disease are deﬁned differently by
health professionals and lay people and over time and place
(Nettleton, 2006;White, 2006). However, Blaxter (2004, p. 4)
maintains that “One of the most pervasive deﬁnitions [of
health], though, is simply normalitywith illness as a deviation
from the normal.” Of particular interest for this paper is the
distinction made by lay people as well as many health
professionals between physical and mental illness which,
according to Kendell (2009, p. 40), “…has the unfortunate
effect of helping to perpetuate two assumptions that have
long since been abandoned … that mental disorders are
disorders of the mind rather than the body, and that they are
fundamentally different from other illnesses.” Instead, it is
important to highlight the connections between mental and
physical health, as experienced by lay individuals and seen by
health professionals. A connection often made by older
people when reporting wellbeing (Bowling, 2011) and
which concurs with the classic WHO deﬁnition of health
and its emphasis on total mental, physical and social
wellbeing (World Health Organization (WHO), 1947).
Conceptualizations of health and illness expressed by lay
people are often referred to as ‘lay beliefs’ and/or ‘lay
knowledge’ which according to Gabe, Bury, and Elston
(2004, p. 135), “ … refers to the ideas and perspectives
employed by social actors to interpret their experiences of
health and illness in everyday life.” Needless to say that the
way people ‘make sense’ of their health and illness will also
impact on the kind of help they seek and will result in
differential patterns of ‘help-seeking behavior’ that are
socially and culturally represented (Gilbert et al., 2010;
Radley, 1994) as evident is studies conducted among varied
social groups (Arcury et al., 2006; Cushman, Wade, Factor-
Litvak, Kronenberg, & Firester, 1999; Peltzer &Mngqundaniso,
2008; Sarris, Goncalves, Robins Wahlin, & Byrne, 2011;
Upchurch & Chyu, 2005). Using data from a qualitative
study, this paper explores the ways in which 30 older
women, aged 60-plus, in rural South Africa talk about their
health, illness and social wellbeing. The sections that follow
focus on the social milieu of caregiving and older women in
South Africa, describe the Agincourt research context and
data, outline respondents' reports of their physical and
mental health, and highlight connections between health,
illness and their social reality. This is followed by an analysis
of the ﬁndings that offers a detailed understanding of the
issues discussed in this particular place and time within the
conceptual framework outlined earlier.
The social context: South Africa, older women and
caregiving
As is commonly known, South Africa has undergone a
remarkable political and social transformation from the
oppressive Apartheid regime to a democratically elected
government in 1994. However, the unfortunate discrimina-
tory political order – with its associated social legacy – has
left some parts of South African society and particularly the
health of its people in dire straits. Despite the new
government's best intentions, conditions on the groundhave not always improved and often deteriorated (Coovadia,
Jewkes, Barron, Sanders, & McIntyre, 2009; Gómez-Olivé
et al., 2010).
South Africa presents a unique context in which to
examine older persons' health and wellbeing for two main
reasons:
1. The emerging epidemic of non-communicable disease
(Kahn, 2006; Mayosi et al., 2009) coupled with its high
HIV/AIDS prevalence, which has a profound impact on the
society as a whole (Gilbert, 2008; Rohleder, Swartz, &
Kalichman, 2009).
2. The government sponsors a non-contributory pension
system beginning at age 60; thus, older persons contribute
income to their households and networks (Ardington,
Case, Islam, Lam, Leibbrandt, & Menendez, et al., 2010;
Case & Menendez, 2007; Duﬂo, 2003; May, 2003) — a
phenomenon that puts older persons in South Africa in a
distinct position where the rest of the household is often
dependent on this secure and permanent source of
income.
While non-communicable diseases such as high-blood
pressure, diabetes and stroke are burdening older South
Africans' health (Mayosi et al., 2009; Thorogood et al., 2007;
Westaway, 2010), the responsibilities of caring for ailing
children infected with AIDS and orphaned grandchildren
further impact their wellbeing (Munthree & Maharaj, 2010;
Ogunmefun et al., 2011; Schatz & Ogunmefun, 2007).
Many older South Africans live in multigenerational
households (Møller, 1998); their presence in households
often leads to their becoming the primary caretakers of the
sick, of the children of the sick and of the orphaned (Ferreira,
2004; HelpAge International, 2003). When a household
member who had previously been an income earner is ill
and then lost to AIDS, older persons' households lose their
income and support (HelpAge International, 2005; Williams
& Tumwekwase, 2001). The younger generation that should
be the caregivers for their aging parents is becoming sick with
HIV/AIDS, leaving the older persons' to provide care to the
younger generations instead of being cared for themselves
(Mudege & Ezeh, 2009). This dynamic is unique and might
present a challenge to most dominant life cycle theories in
more-developed countries (http://science.jrank.org/pages/
9982/Life-Cycle-Elders-Old-Age-Social-Theories-Aging.html)
and shift the emphasis towards the importance of cultural
and environmental theories that attempt to explainwellbeing
among the aged (de la Rue & Coulson, 2003; Holmes, 1976).
While prevalence of HIV/AIDS is low among older persons,
older persons' households, physical, mental and social well-
being are affected by the increased AIDS-relatedmorbidity and
mortality in their social networks (Mudege & Ezeh, 2009;
Munthree&Maharaj, 2010; Schatz, 2007;Westaway, Olorunju,
& Rai, 2007). Further, this phenomenon is gendered since
women are the main bearers of the burden of caring for those
infected and affected by HIV/AIDS in this and similar commu-
nities (Gilbert & Selikow, 2010). There is evidence that women
report worse physical and mental health, and quality of life,
than their male counterparts in AIDS-endemic settings
(Gómez-Olivé et al., 2010; Ice et al., 2010; Mudege & Ezeh,
2009; Munthree & Maharaj, 2010). Higher levels of caregiving
among women may contribute to these negative reports
1 For additional background information about the province see Jacobs,
Punt, & Scheepers (2009). A Proﬁle of the Mpumalanga Province:
Demographics, Poverty, Income, Inequality and Unemployment from
2000 to 2007. Background Paper Series 1(8). http://www.elsenburg.com/
provide/reports/backgroundp/BP2009_1_8_%20MP%20Demographics.pdf
(accessed on 16 May 2011). Authors: Jacobs, Punt, Scheepers & Elne.
2 The amount of the old age grant changes every year. In 2010 it was
R1010 per month=$140; in 2004, when the data were collected, it was
R740 per month=$100.
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women, particularly those who are caregivers, are more
likely than older men to report feeling “physically and
emotionally exhausted” and “overworked” due to domestic
duties (Munthree & Maharaj, 2010), and are more likely to
report greater health problems, health visits, and poorer
self-assessed health (Ice et al., 2010). For these reasons, this
paper focuses on older women.
People's physical, mental and social wellbeing impact their
ability to meaningfully participate in and complete physical as
well as social activities (Forhan et al., 2010; Martin-Matthews,
2009). There is evidence to suggest that declining physical
health due to aging, including hypertension, chronic pain, and
decreased movement, can lead to a reduced ability to perform
domestic duties (Bohman, Vasuthevan, van Wyk, & Ekman,
2007; Mudege & Ezeh, 2009). This has the potential to be
followed by a diminished sense of ‘normality’ and signals of
“deviation and illness” (Blaxter, 2004). Similarly feeling
mentally overwhelmed and worried about sick family mem-
bers can negatively impact relationships with family and
neighbors (Mudege & Ezeh, 2009; Schatz, 2007). Caregiving
responsibilities, particularly in such complex social circum-
stances at the times of HIV/AIDS, can result in substantial
psychological distress (Myer et al., 2008), which has the
potential to exacerbate older women's already compromised
physical, mental and social wellbeing (Patel et al., 1999). This
might explain why female caregivers in Kenya reported more
health problems, more health visits, and poorer self-assessed
health (Ice et al., 2010). However, the same study in Kenya
found that caregiving did not signiﬁcantly decrease mental
health, suggesting that the role may give grandparents a sense
of love and fulﬁllment, canceling out the negative feelings
related to caregiving.
Examining older women's health more holistically high-
lights themisconstrued distinction between body andmind—
physical and mental health (Kendell, 2009). It also draws
attention to the need to search for and give voice to a more
comprehensive and nuanced understanding of older people's
health and disease that relies on a broader ‘psycho-socio-
environmental model’ (Beresford, 2009; Gilbert et al., 2010)
within a particular social and political context — which this
paper aims to do.
Study site and design
In 2004, the lead author conducted theGogo [Grandmother]
Project, which provides data for this paper, in the South African
Medical Research Council/University of the Witwatersrand
Rural Public Health and Health Transitions Research Unit
(Agincourt) study site. This data-linked nested project, focused
on 60 older women living in the Agincourt site (Schatz, in
press). The Agincourt site, named for the rural administrative
sub-district in which the 25 participating villages are located, is
home to a health and socio-demographic surveillance site
where an annual census has been conducted since 1992 (Kahn,
Tollman, Collinson, Clark, Twine, & Clark, et al., 2007).
Study context
The population of Agincourt, as in South Africa more
generally, is aging (Madhavan & Schatz, 2007). Trends in age-speciﬁc mortality from the early 1990s to present have shown
increases in mortality rates among children under ﬁve, men
30–49 years old, and women 15–64 years old (Kahn, 2006;
Kahn et al., 2006). In terms of shifts in cause-speciﬁc
mortality, AIDS produced most of the mortality increase among
children and prime-aged adults, whereas non-communicable
diseases (namely stroke, diabetes and hypertension) caused
increases in mortality rates among women aged 50–64 (Kahn,
2006; Kahn et al., 2006; Thorogood et al., 2007). Stroke, diabetes
and hypertension were among the leading causes of death
amongwomen in older age groups, and to a lesser extent among
men.
This double burden of disease provides a proﬁle of the
extent of morbidity and mortality in this context, but says
little about how these trends affect older person's experi-
ences of physical, mental and social wellbeing. The need for
households to adapt to crises of sick or deceased prime-aged
adults, as well as older persons' obligations to put aside their
own health care needs likely impacts their views and
understandings of their own health, and their relationships
with the health care sector, their households and the
community as a whole.
In this community, health and illness are also inﬂuenced
by contextual factors not experienced by older persons in
developed countries, highlighting the need for context
speciﬁc explanatory models of perceptions of wellbeing
among the aged as indicated in the introduction.
Mpumalanga Province, where Agincourt is situated, is one
of the poorest provinces (Jacobs, Punt, & Scheepers, 2009).1 It
also has one of the highest antenatal HIV-prevalence rates in
South Africa — about 32% (http://www.avert.org/safricastats.
htm). Water is piped into few households; most use a tap in
or near their yard; the remainder collects water from some
distance away.Women or children usually are responsible for
water collection. Almost all Agincourt households are on the
electric grid; however, the prohibitive cost of electricity
means that many older women collect (or send a household
member to collect) ﬁrewood for use in cooking, bath water,
etc. Most households have a small garden, but the arid climate
makes it impossible for households to engage in subsistence
agriculture. High local unemployment has led to high rates of
circular temporary migration — nearly half of men and over a
third of women migrate temporarily to towns and urban
areas in search of employment (Collinson, 2009).
Underemployment and the irregularity of remittances
mean that the government sponsored old-age pension2 is an
important household resource (Case & Menendez, 2007;
Schatz & Ogunmefun, 2007) since its value is nearly 50% of an
average household income and often the only guaranteed
income. A lack of paved roads in the site or family owned cars
leads to most older women walking long distances, or paying
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Study design
The Gogo Project team was made up of three female
interviewers aged 35–45, from villages in the Agincourt sub-
district. They conducted semi-structured interviews with 30
women aged 60–75. Although the team was slightly younger
than the respondents, as well as more educated, their ‘insider
status’ – resulting from a shared language and culture, their
residence within the community, and knowledge of appro-
priate ways of showing respect to elders – likely sped rapport
building. Study staff obtained verbal rather than written
informed consent due to the low literacy rates of this age
group in rural South Africa. The project and its use of verbal
consent were approved by the University of Colorado Human
Research Committee (Protocol No. 0904.14), and the Univer-
sity of the Witwatersrand Human Research Ethics Commit-
tee-Medical (Protocol No. 3-11-29). Following consent, the
interviewers conducted and recorded hour-long interviews in
the respondent's home or yard. The interview guide outlined
questions that the interviewers had worked as a group to
translate into Shangaan — while they usually stayed close to
the original questions, they did probe for additional relevant
information, and there was space for respondents to add
information not speciﬁcally asked by the interviewers. In
addition, after each interview was translated and transcribed
into English, the lead author worked closely with the
interviewers to ensure quality of the translation, and to
write respondent-speciﬁc questions for follow-up interviews
(Schatz, in press; Schatz & Ogunmefun, 2007).
Agincourt census data provided the sampling frame to
generate a stratiﬁed random sample enabling a comparison
among households with and without recent deaths from
AIDS-related causes (Schatz, 2007; Schatz & Ogunmefun,
2007). Despite the original design, virtually all of the women
interviewed had been impacted by AIDS in some way —
whether they had an adult child who had died elsewhere,
were currently taking care of a sick adult child, or they were
caring for fostered or orphaned children, thus this particular
analysis does not differentiate among these strata.
Analysis
Analyses began with the lead author and graduate
research assistants (GRAs) open coding the narratives for
emergent themes. Codes focused on older women's discus-
sions of their own physical, mental and social wellbeing. All
30 narratives were then coded in NVivo with a coding list,
which was built on the open coding process. Discussions
about deﬁnitions and categories between the lead author and
GRAs helped establish consistency and consensus in coding.
The authors then compiled, counted and explored the coded
segments of these themes for common patterns and differ-
ences across individuals. In order to assess the ways in which
physical, mental and social wellbeing categories intersect and
impact one another, the authors used the constant compar-
ative method (Glaser, 1965). By reading individuals' in-
terviews against one another, the authors identiﬁed patterns
of relationships among the themes – for example the ways inwhich mental and/or physical health were seen as obstacles
to daily activities, as well as differences in the ways the
respondents made connections between their physical,
mental and social wellbeing – e.g. those who made use of
various ‘help-seeking’ behaviors in conjunction with one
another or by differentiating the type of help-sought due to
beliefs about the etiology of the illness.
Analysis of results
Within the contextual and conceptual framework outlined
earlier, this section describes and analyzes the ways in which
older women spoke about physical health, psychological
distress, or mental health, and social wellbeing, and the ways
in which they affect one another.
Physical health
The majority of respondents (24 out of 30) reported only
fair health when asked about their daily physical wellbeing.
Themost common complaint was having some sort of general
body pain (19 out of 30). This included pain in their legs,
backs, necks, or hands. The respondents said things like, “my
legs are painful and also my back,” or “I am having a problem
with my hands. It started last month, if I lift my hands up, I
feel pain and I don't know what the problem is.” The second
most common complaint (10 out of 30; health complaints
that were not mutually exclusive categories) was having
“high blood” (i.e. high blood pressure— hypertension). Other
general complaints included problems with respondents'
eyes, having “no power”, being tired, having headaches,
coughing or the ﬂu, or being dizzy. Due to lack of money and
easy access to health care many of the complaints about
general body pains went untreated with no intervention of
any organized health care services. These ﬁndings are
consistent with the general pattern in this area (Jacobs et
al., 2009) and can be explained using socio-environmental
theories (de la Rue & Coulson, 2003; Gilbert et al., 2010).
Alternative modes of ‘help-seeking behavior’ such as
prayer and church attendance, tablets from the chemist, or
traditional medicines were often used instead of trips to
clinics, doctors or hospitals. This is evident from Eleanor's
recount “I am not used to going to the clinic. … I don't use
anything [to treat the pain in my knee], but I am using
traditional medicine. I boil the medicine and put my leg on
top of a tin so that it can receive the steam from the tin…
[Then] I feel better… I do it when [ever] I feel pain.” The use of
various healing methods at the same time is not unique to
this group since many studies in other countries report
extensive use of Complementary and Alternative Medicine
(CAM) particularly among older women (Arcury, Suerken,
Grzywacz, Bell, Lang, & Quandt, et al., 2006; Upchurch & Chyu,
2005). However, what stands out among this group is how
closely their pattern of help-seeking behavior reﬂects on the
one hand, their culture and, on the other hand, their unique
social circumstances — giving credence to these factors in
explaining the ﬁndings (Eisenhauer et al., 2010).
Less than half of the women (8 of 19) women who
reported body pain or other similar ailments mentioned
having sought out allopathic care to alleviate the pain. Sinah
was among those who had visited the clinic, but without
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don't have power. I don't like food [i.e. not feeling hungry]… I
went to the clinic on Tuesday. They didn't help me. They said
that there is no medicine.” Despite being from one of the
more advantaged households in the study, when Sinah was
asked if she would go to the hospital to seek treatment, she
said, “[But] I have no money to go to the hospital. I'm waiting
for my son who is [working] in Kruger National Park. If he
comes home and ﬁnds me sick, he is going to take me to the
hospital… He said that he will come on Saturday.” When
asked why her daughter at home has not taken her to the
hospital, she said that “now she used all the money.”
Similarly, Zodwa, a poor pensioner who lives with nine
family members, related making use of multiple health care
options, but also felt limited by lack of funds. When asked
about her health, Zodwa complained about her eyes hurting,
and worried that she might go blind if the pain did not
subside. She ﬁrst visited a doctor, “He gaveme some ointment
to put on my eyes but up to now nothing changed, they are
still hurting. So I have decided to go to the sangoma
[traditional healer] to get some muti [traditional medicine].
Maybe it can helpme.”While talking about visiting the doctor
and sangoma, she suddenly remembered that since last week
she had had other ailments, “Sorry, I forgot to tell you that
even my body, the whole of my body is painful … my legs,
hands, back bones are painful.” But when asked why she has
not yet “tried to solve” this problem, she explained, “I don't
have money to go to the hospital.” The interviewer inquired,
“Why can't you borrow [the money for transport] from your
neighbor?” Zodwa replied, “I have tried to borrow money
from them, but I didn't get it.” This conversation once again
highlights the dire ﬁnancial situation of most of the women in
this study as well as the community on which they have to
rely for support. It also draws attention to the extensive use of
traditional healers such as the sangoma, which have been part
of the cultural practices in this area for thousands of years and
still play a signiﬁcant role in South Africa today (Gilbert et al.,
2010).3
Spiritual assistance – prayer and seeking help from the
church – is another strategy for dealing with pain. Anna, who
had pain in her hand and problems with headaches, said she,
“went to Zion Christian Church (ZCC) for help. They helped
me a lot. No more headache pain.” The occurrence described
here draws attention to the spiritual dimension of ‘healing’
and further emphasizes the close links between physical and
mental wellbeing. It seems that the social support received
from the church combined with the spiritual aspect had a
positive impact on Anna's mental wellbeing and consequent-
ly on her physical comfort and pain alleviation. A ﬁnding that
concurs with the general thinking among scholars of aging
and wellbeing (Bowling, 2011).
Although high blood pressure (hypertension) and body
pain are common ailments among older persons in other
social contexts, the difﬁculty that these women have in
accessing health care services (allopathic medicine) due to
distance, distrust of doctors, and cost, lead to heavy depen-
dence on alternative paths of help-seeking as mentioned3 For more in-depth information about traditional healing in South Africa
go to: Gilbert et al., 2010. Society, Health and Disease in a Time of HIV/AIDS,
Johannesburg: Macmillian.earlier – which are common in this and other similar
communities in South Africa (Helman, 2001) – calling
attention to the widespread existence of ‘medical and health
care pluralism’ based on the co-existence of different healing
systems (Gilbert et al., 2010; Gilbert & Gilbert, 2004).
Emily complained that her pension was not sufﬁcient to
take care of her eight-person household and still have money
left to cover unplanned medical expenses, “[There is] no
money left for sickness.” When asked what she does if she
does get sick, she responded, “God loves me. I haven't had a
serious sickness that needs me to hire a car. It's only sickness
like ﬂu, [ones] that need a clinic. If it happens that I need a
hospital I don't knowwhat I will do.” This illustrates the ways
that poverty and unavailability of health resources shape
older women's constructions of the meaning of their health
and their control, or lack thereof, over how healthy or sick
they are.
Not all women who reported having high blood pressure
related having symptoms caused by the disease. Mumsy has
hypertension, but had no current symptoms as she was
adhering to the allopathic treatment prescribed at the local
clinic, she said, “Yes, I do take the [highbloodpressure] tablets,
but I don't believe that I have high blood pressure. I take the
tablets because my daughter will quarrel with me [if I don't
take them] because she is a nurse. She used to ask me if I did
take the tablets or not. She also checked [to see] if I did take the
tablets.” Similarly, the women who reported having high
blood pressure had been diagnosed at a clinic, hospital or
doctor and nearly all (8 out of 10) were on treatment at the
time of the interviews.
Mental health & social wellbeing
Like physical health, over two-thirds of the women
interviewed (23 out of 30) complained of some symptom or
condition related to poor mental health and social wellbeing.
Only one respondent was mentally disturbed, and therefore
her interview was cut short. However, for the rest, the most
repeated concerns were that something “worries me a lot”,
“makes my heart painful”, makes me “think too much” or
“cry” — pointing towards symptoms of psychological distress
(Myer et al., 2008; Patel et al., 1999). The loss of family
members, to AIDS and other causes, was themain reason for a
“painful heart” and the sadness expressed. Maria, who lost
her daughter, clearly still very raw, stressed, “No, I can't [talk
about how she died] because my heart is now starting to be
painful so I can't continue with this issue.”
While those who expressed sadness and loss certainly
experienced them deeply, it seemed that “worry” was a
dominant and daily emotion, becoming ‘normal’ since so
many of these women and their community members had
similar feelings and concerns. The most notable reasons for
“worry” included (1) not having sufﬁcient money to provide
for one's family, especially grandchildren, (2) a lack of respect
as evidenced by adult children and teenage grandchildren not
listening and/or being promiscuous, and (3) a fear of having
to care for the sick and thus may get infected (with HIV/AIDS)
themselves. These reasons for ‘worry’ reﬂect the unique social
reality in which these women ﬁnd themselves — one of
ﬁnancial deprivation, changing cultural values and the high
HIV/AIDS prevalence.
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provide for one's family, were apprehensive about covering
things like school fees, housing costs, clothing, and food.
Goodness, who lived in a relatively advantaged household
compared to others in the study, spoke of her ﬁnancial
worries, “[my pension] is not enough for me to support my
family. For example, I don't have money to build a house for
my grandchildren. This worries me a lot and I don't know
what I can do about the problem.” Similarly, Nomsa lamented,
“I do worry because my two grandchildren want trousers for
school uniform. I don't have enoughmoney to buy [for them].
Even the youngest child doesn't have enough clothes.” She
lived with her husband who also received a pension, but
Nomsa claimed he did not share his with the household.
Lisbeth who lived with just one grandchild related how
her worries were not just focused on the present, but also her
grandchild's care once she is gone. She articulated, “I cry
when I remember my husband because if I have a problem
there is no one to share it with. I have children but they don't
take care of me. Now I'm old and I'm taking care of my
grandchild. What if I die now? I don't know who is going to
take care of the child.”
Lisbeth's quote above alludes to the second common
worry — a lack of respect and care from younger generations
of their elders. This is something women, and older women in
particularly, in this and other studies conducted in the area,
mention as an overwhelming concern (Schatz et al., 2011).
While there is evidence from other work in sub-Saharan
Africa that this type of complaint gets repeated by each
generation (Kaler, 2001), our respondents believed that the
lack of respect was evidenced by adult children and teenage
grandchildren not listening and/or disregarding tradition,
particularly in “being promiscuous” indicating a departure
from traditional cultural values that are of concern to these
older women.
While it may seem that these two prominent worries
would contradict one another, Anna spoke both about worry
connected to both providing for her grandchildren and their
disrespect for her:
“[My granddaughter] was not respecting me. If I send her
to go and fetch water, she refused. She used to do that for
many days, so I decided to keep quiet because if I talk
much, she will start thinking of her mother [who died].
Now she is better. She can do some housework. [But my
grandson] is also troubling me. He doesn't want to do
anything here at home. He also doesn't want to fetch
water. I told his father about this problem, and he asked
him and he laughed. Their father promised to beat them if
they refuse when we send them. Maybe it will be better. I
don't know. [My other granddaughter] was always
grumbling when I sent her. … My heart was very painful,
because I was not used to children refusing when you
send them. … If I send them, they refuse. [So, I have no
choice but to] stand up and do the work.”
The complaints generally revolved around the respon-
dents not feeling listened to when they asked grandchildren
to do chores or when they gave their grandchildren advice
about how to behave “properly”. Constance explained that
she had tried to advise her grandchildren about AIDS, but thatthey did not listen to her, “They go away while I am still
talking to them. … I won't make anything because our
children nowadays don't listen when you talk to them. If I
were having a [sewing] machine, I would sew their private
parts so that they will not have sex.”
Although extreme, this comment shows the deep emotion
behind theworry. Even thosewho felt respected by the young
people in their family, worried about the likelihood of kin
becoming infected as articulated by Emily, “My children do
respect me.When I talk to them, they kneel down and answer
me in a polite manner. I did teach them how to respect elders.
If I send them to the shop, theymust go. I am not harshwhen I
talk to them.” Yet, this did not stop her from worrying about
her children becoming infected with HIV, Emily went on to
say, “I am worried [about HIV/AIDS] because I have children
and grandchildren. I think they will be infected with this
disease. When I think of this disease I even have sleepless
nights. I don't know what I can do to make them not be
infected.”
Finally, if kin, particularly adult sons and daughters
become sick, older women often worry about having to care
for them, possibly becoming infected (if this illness is AIDS-
related) from this carework, and the eventual loss that the
illness often heralds. As reported in other work from this
project, the carework for the sick is extensive including
washing soiled clothing and blankets, assisting in taking them
to the pit latrine, and administering medicines (Schatz &
Ogunmefun, 2007) and often is accompanied by secondary
stigma (Ogunmefun et al., 2011).
Grace explained the symptoms of her son's illness, “he is
thin, coughing and sometimes vomits, and he doesn't have an
appetite, and sometimes he feels dizzy. … I'm worried
because I think that my son will die and I will be left without
a son.” When asked if she was worried about becoming
infected herself, she answered, “Yes, because the care givers
told me that I must be careful when I take care of him.” Pretty
also expressed worries about infection, and expounded on
the burdens of being left responsible for orphaned grand-
children, “If my daughter or son becomes infected with
HIV/AIDS I won't take care of them because I am afraid to
become infected. I would go tomy sister and stay there. To be
left with a burden when my daughter is having a child, I
would cry because to take care of the child meanwhile I am
sick, it would be difﬁcult for me.”While this may seem callous
and heartless, given the realities of carework among older
women, it points to the strains that this work entails as well
as the stigmatizing myths associated with HIV/AIDS so
prominent in South Africa (Gilbert & Walker, 2010).Making connections between physical, psychological
distress/mental health and social wellbeing
When reading through the narratives, it is evident that our
respondents perceive that poor physical health can negative-
ly impact mental health, and vice versa; such that, the quality
of physical health andmental health reinforce on another and
affect experiences of social wellbeing. Anna, who used the
ZCC Church to help her with her hand and headaches, made
the following connection between her pain and her mental
health, “[The pain] troubles me a lot, I even went to the
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comes to the place that I worry a lot.”
Even more common was the sentiment that poor mental
health could negatively impact and even cause poor physical
health. Half of the women who reported having high blood
pressure believed it was trauma – experiences of domestic
violence, or in more cases the death of an adult child – that
leads to the illness. It is through “thinking too much” that
“your heart starts to be painful and you are attacked by this
high blood disease.” This is an intriguing comment since it
speaks directly to the scientiﬁc evidence about the relation-
ship between stress and hypertension (Kulkarni et al., 1998)
but wasmade by an older womanwith few years of education
and limited exposure to allopathic medicine.
This connection resonated in other interviews. Maria
reported having high blood pressure. She believed the
disease, “started when my sister died last year, so I was
very worried, then I got sick so when I went to the hospital
the doctor told me that I have high blood pressure.” On the
other hand,Mumsy seemed surprised to ﬁnd out she had high
blood pressure, since she was not racked with worry, “I was
shocked when the nurses in the clinic told me that I had high
blood pressure, because I don't have any problems… I am
always happy, no problems at all.” This statement highlights
the prevailing connections made by the respondents between
their mental and physical health — that not having worries
should limit risk of hypertension.
Sister, a poor widow living in a household with 13
members, including a number of orphaned grandchildren
complained that taking care of her grandchildren in the wake
of the loss of their parents has affected her mentally. “Yes,
because sometimes I am thinking too much and I can't fall
asleep at night. [I've tried to solve this problem by going] to a
doctor and the doctor said that I have high blood, so I must
not think too much, then he gave me some treatment.” Sister
was not alone in emphasizing that health care providers
recommended that older women should stop “thinking so
much” to keep blood pressure down, the accepted medical
wisdom according to the literature (Schneider et al., 1995).
However, given the social realities of their lives, the strain
of trying to help support and sustain households econom-
ically with their pensions and the loss of – or risk of losing
adult children to AIDS – made this recommendation
unrealistic and therefore irrelevant and inappropriate for
our respondents.
Nyeleti had a litany of complaints, “I'm not healthy. My
legs are painful, [I have] high blood pressure and also my eyes
don't see clearly. It is if there is something in my eyes.”When
asked when she became aware of having high blood pressure,
she responded, “As I have told you, my daughter died two
years ago. My heart was painful. I thought a lot and then I
became ill. One of my children tookme to the hospital and the
doctor said I [have] high blood pressure.” She was “busy
drinking muti from the sangoma” for her other ailments, but
continued to worry “that one day I will become blind and not
able to walk.” Ethel also related having painful eyes and high
blood pressure. She too claimed the cause of her high blood
pressure was the death of her son in 2001, “It was my ﬁrst
born son, my heart was very painful. I thought a lot then I
became ill. My daughter took me to the hospital and the
doctor said that I had high blood pressure.”Ethel, like, Nyeleti was treating the high blood pressure
simultaneously with allopathic treatment from the doctor
and muti. When asked if they both work she replied: “I don't
know, but I feel better since I started using the muti”,
highlighting, once again, the spiritual/emotional dimension of
medical treatment and the real beneﬁts in believing that
healing takes place.
Sleep disorders that featured widely in our respondents'
narratives accentuate the connections between physical
health and social wellbeing. Respondents mentioned worries
about both insomnia — “not being able to sleep” particularly
due to body pain or worry, and sleeping “too much” when
they are physically sick or depressed.
Tebogo explained how she had a problem with her legs
and they were painful, how it prevented her from walking
long distances, and, “If I work the whole day, during the night
I don't sleep.” Constance also complained of pain, but rather
than just her legs, her whole body was painful. She joined the
International Pentecostal Church (IPC) not “for pleasure” but
for healing. “I was sick, now I am better.” Prior to joining,
she'd had insomnia, but after joining, she said, “Now I can
sleep. I can do everything inmy house. I cook andwash. Now I
was grinding maize to make food.” Her recovery highlights
how the removal of her ‘illness’ facilitated her return to
common activities and therefore restored health and nor-
mality (Blaxter, 2004).
On the other hand, our respondents also perceived
“sleeping too much” as a sign of illness. Pretty said that
before she started her high blood pressure medication that
she was so sick that, “Two weeks ago I couldn't sit up. I slept
[all the time].”
While many complained about both sleep and trouble
completing daily activities, due to feeling depressed or
“thinking too much”, these lamentations seemed to be
viewed as an accepted part of daily reality. There was not a
sense that much could be done about them, other than
praying or talking to neighbors and kin. Thus, though women
identiﬁed the associations among physical, mental and social
wellbeing, it was also clear that moving toward feeling
healthy and well in all these realms seemed out of reach and
therefore a degree of physical and psychological discomfort
has been accommodated for and deﬁned their normality.Discussion and conclusion
Against the background of theWHO deﬁnition of health as
encompassing “physical, mental and social wellbeing…”
(Gilbert et al., 2010) it is ﬁtting to argue that the women in
this study have a ‘holistic’ understanding of both physical and
mental health as well as how they impact on social wellbeing.
In the context of an impoverished community with limited
access to health care, ravished by a devastating epidemic,
these women suffer from chronic conditions accompanied by
symptoms of psychological distress. They ‘make sense’ of
their health and illness in a way that highlights Blaxter's
(2004) assertion that illness is understood in the realm of
‘normality’ and people's culture (Eisenhauer et al., 2010).
And, their own words exemplify the complexity and
contested nature of health and wellbeing as they attempt to
carry out their daily activities and live up to what is socially
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often with no medical intervention.
Many studies ponder the relationship between poverty,
gender, physical and mental health highlighting the vulner-
abilities of poor women in the context of changing societal
values (Myer et al., 2008; Patel et al., 1999). Although the aim
of this study was not to examine these relationships, the
narratives that emerged, offer additional insight into under-
standing how changing values and morality impact on these
elderly women's physical and mental health as well as their
social wellbeing in the community.
This study further demonstrates how, as mentioned
earlier, ‘lay’ interpretations of health and illnesses as well as
‘help-seeking behavior’ are representations of the culture and
society in which people live. These women rely on a variety of
co-existing healing systems such as allopathic and traditional
medicine as well as faith-based medicine (the Church). Thus,
in their explanations and modes of coping with their
conditions these women are living examples of ‘medical
and health care pluralism’ so prevalent in South Africa
particularly among African rural communities (Gilbert et al.,
2010). There is no doubt that the milieu of HIV/AIDS can be
linked to these older women's perceptions of their physical
and mental health as well as their social wellbeing. Most of
their worries relate to the ways in which HIV/AIDS is
impacting their families and this community. While grand-
mothers have traditionally contributed to extended family
care, the HIV/AIDS-related loss of adult children may be
exacerbating “secondary role strains” and conﬂicts between
the caregiving role and other expected roles in the household
(Ice et al., 2010). Older women's pensions help to maintain
and sustain households day-to-day and through crises
(Ardington et al., 2010; Schatz, 2007; Schatz et al., 2011),
but when an income earner dies, older women's worries and
anxiety about their meager pensions being sufﬁcient to make
ends meet may increase, therefore impact negatively on their
health and wellbeing. This is further complicated when
pensions are not sufﬁcient and older women turn to friends
and neighbors for support. This might leave them feeling
overwhelmed and helpless (Munthree & Maharaj, 2010) due
to the inability of the community to respond positively to
their plight due to the general poverty in the community.
In many cases pensions are viewed as a household
resource, covering family members' health and everyday
needs (Case & Deaton, 1998; May, 2003). When this happens,
however, resources for older persons own health needs are
decreased, and worry may be increased, thus exacerbating
negative impacts on older persons' health and wellbeing.
As alluded to earlier, there is the possibility of signiﬁcant
gender differences in themanifestation of physical andmental
health as well as social wellbeing in such settings. Domestic
work has traditionally been the purviewofwomen,whilemen
have been the income earners. Thus, in the past, men, and
particularly older men, rarely took part in domestic duties
(Mudege & Ezeh, 2009). In the times of HIV/AIDS women
continue to be the primary carers in this setting, assistingwith
medications, washing, feeding as well as giving emotional
support to those sick with AIDS (Lindsey, Hirschfeld, & Tlou,
2003; Mudege & Ezeh, 2009; Munthree & Maharaj, 2010;
Schatz & Ogunmefun, 2007). Given their traditional lack of
experience with caregiving roles, men may turn to alcohol toescape unprecedented emotional and physical demands of
caregiving (Mudege & Ezeh, 2009). Although beyond the
scope of this study, research is needed to explore how
caregiving and living in an AIDS-endemic community affect
men, as caregiving stress could be associatedwith early deaths
among older men (Ice et al., 2010).
The distinct social reality these older women ﬁnd
themselves in, and how they understand their physical,
mental and social wellbeing presents an opportunity to use
the broader psycho-socio-environmental models in explain-
ing and theorizing health and aging by arguing that their
behavior is a product of the society they live in. This challenges
more generalized theories of aging (http://www.bookrags.
com/wiki/Aging_(life_cycle)#Non-biological_theories) and
calls for an emphasis on a context speciﬁc and nuanced
understanding.
The issues raised in this study identify the need for further
research thatwill focus on olderwomen's health and illness in
similar contexts, as well as the ways that gendered norms
impact relationships between health and wellbeing in
communities hard hit by the AIDS epidemic. However, the
data analyzedhere offer an in-depth portrait of olderwomen's
physical, mental and social wellbeing and how these women
make sense of it all in a changing and challenging social and
economic context.Acknowledgments
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